Introduction
Active voluntary euthanasia (AVE) covers the taking of active steps to hasten the death of another person. It contrasts with passive euthanasia in which specific allopathic treatment (but not good symptomatic care) is withdrawn or not commenced, and with physician-assisted suicide (PAS) in which the means are made available by a practitioner of medicine to someone wishing to end his/her own life.
Most established religions (the Anglican Church of Australia (1), the Roman Catholic Church (2,3), Judaism (4, 5, 6) , Islam (7)), but not yet the Uniting Church in Australia (8) , disapprove of AVE and have teachings specifically opposed to euthanasia and to suicide. To learn how the assertions of religious affiliation might be reflected in the practices and attitudes of registered medical practitioners in Australia we undertook this analysis, as part of a wider study on euthanasia, to investigate how, in New South Wales, those professing particular religious affiliations acknowledged that they responded to requests from patients for euthanasia or to other means for hastening death.
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Methods
The survey into attitudes and practices of 2,000 practitioners on the medical register of New South Wales has been described elsewhere (9) . In answer to one question, 1,238 (97 5 per cent) practitioner respondents indicated their religious affiliation. Because the survey was based closely on one done in Victoria seven years ago to allow comparisons across time and states, there were no questions about the strength of religious affiliation, or about the frequency of religious observance. Answers from anonymous individual questionnaires were cross-tabulated to determine the significance of religious affiliation in answers to a range of specific questions about the practice of euthanasia and suicide and about attitudes of practitioners towards AVE and PAS. Analysis compared the proportions between the groups using Yates-corrected chi-squared statistics. Logistic regression models, using forced entry of independent variables, were developed to assess the likelihood of response to particular statements about euthanasia (10) . Likelihood Self-identified religious affiliations of the 1,238 medical practitioners are shown in Table 1 .
While slightly different percentages of those claiming adherence to different religions were found among the various age groups, the differences were slight and not significant. As religious affiliation was related to age group and to type of practice (but not to gender), adjusted analyses are now reported.
Aggregating respondents into two groups -876 'theists' and 362 'non-theists' we compared the answers of those who professed any religion with those who identified themselves as agnostic or atheist. The differences are set out in Table 2 .
Overall, 543 of 1,159 respondents had been asked by patients to hasten death, and 27-9 per cent of these reported that they had taken active steps to hasten death, a figure which is comparable with that reported from Victoria in 1988 (11 'Non-theists' were more than twice as likely to know of other doctors who practised AVE, and were more than three times more likely to think AVE to be sometimes right, compared to 'theist' practitioners ( Table 2 ). 'Non-theists' were significantly more likely to favour the Dutch arrangements and to indicate support for professional responsibility regarding euthanasia policies and the need for legal changes, compared to all 'theist' doctors ( Table 2) .
Those identifying with different religions were then analysed separately. Because numbers were small in some groups, the differences did not reach significant levels. Additionally, 2-3 per cent of those who had been born into households in which they received religious training described themselves in the survey as 'lapsed', without choosing to identify themselves as either agnostic or atheist. They did this without there being a specific question on this matter and it is likely that the figure of 'lapsed' doctors obtained by us is an underestimate. The percentage identifying themselves as 'lapsed' is small but would be greater than this figure were one to add numbers of those now identifying as atheist or agnostic who were raised initially in a religious home. The numbers of practitioners without religious affiliation may be one result of the critical questioning of authority and belief which is part of the intellectual tradition of tertiary study in Australia. Exclusion or inclusion of those who claimed to be 'lapsed' did not affect the outcomes of analyses.
Of all medical practitioners who had been asked to do so, more than one quarter acknowledged that they had taken steps to hasten death. The prelude to the particular question stated: 'In the following, we wish to focus on the use of active steps to bring about death, as distinct from the withdrawal of lifesustaining treatment'. The actual question asked was: 'Have you ever taken active steps to bring about the death of a patient who asked you to do so?'. So the affirmative responses were from those who were willing to acknowledge that they had done more than cease *=significantly different from reference group (agnostics/atheists). #adjusted for age, sex, and type of practitioner using forced entry logistic regression models (SPSS v5.0).
lowest (67 per cent) in Catholics (13) . There was a high (two-thirds) level of support for euthanasia from even the least enthusiastic groups within the community in spite of the opposition of official Church teaching to such activity. That 67 per cent of professing Catholics answered yes to the Gallup poll question indicates a disjunction between community attitude and Church teaching on this matter, just as it shows a disjunction between the views of other religions and of those who answered the Gallup poll question.
We have remarked elsewhere that some of the demand for euthanasia may have its origin in the non-availability to some people of highest quality palliative and terminal care. Since such care could be provided if we allocated the service sufficient priority, training and resource, it is reasonable to encourage doctors to address deficiencies in skills and services directed to provision of highest quality palliative and terminal care. Our patients deserve no less and it seems from results we have obtained in this survey that many patients fear what lies ahead of them at the end of life. For those whose religious teachings are opposed, still to endorse and to acknowledge that they practise euthanasia, is one measure of how far our current services and arrangements fall short of what is possible or of what is needed.
